
Interpreting for Medication 
Reconciliation

And Protecting Patient Safety



Medication Reconciliation

• Patients are given new medications, or have 
old medications taken away during transitions 
of care such as:

– Admission

– Transfer from one unit to another

– Discharge (Home or institution)



Medication Reconciliation

• Staff may inadvertently: 

– Omit changes

– Duplicate orders

– Prescribe incorrect dosages

• Increased risk of adverse drug events 



Adverse Drug Events

• Most common adverse event after discharge 
(AHRQ 2012)

• Over 50% of patients have at least 1 or more 
medication discrepancy at hospital admission

• Over 1/3 of these discrepancies cause 
moderate to severe harm (AHRQ – 2012)



Adverse Drug Events

Source: Cornish PL, Knowles SR, Marchesano R, et al. Unintended medication discrepancies at the time 
of hospital admission. Arch Intern Med. 2005;165:424-429



Medication Reconciliation and Patient 
Safety

• Evidence supporting medication reconciliation 
is sparse, Mainly supported by 2 systematic 
review studies in 2012 &2013

• Actual effect appears to be small. Does not 
reduce readmissions or adverse post-
discharge events on its own



Medication Reconciliation and Patient 
Safety

• Currently The Joint Commission has incorporated  
medication reconciliation into Patient Safety Goal 
#3: "Improving the safety of using medications.”

• “Maintain and communicate accurate medication 
information" and "compare the medication 
information the patient brought to the hospital 
with the medications ordered for the patient by 
the hospital in order to identify and resolve 
discrepancies."  



Medication Reconciliation and 
Linguistic Barriers

• Approximately 9% of US population is at risk 
because of language barriers (AHRQ, 2012)

• Physicians and other providers often ignore 
language access policies and regulations due 
to:
– Time pressure

– Lack of knowledge of available resources

– Logistical difficulties

– Waiting for interpreters



Interpreting Errors 

• LEP Patients less likely to call out errors (Flores, 
2012)

• Untrained interpreters make  mean of 32 errors of 
which 25 (70%) have clinical consequences 
(Flores, 2003)

• Interpreting jobs expected to grow by 46% by 
2022 (BLS)

• Number of Americans speaking a language other 
than English at home grew by 158% in the past 20 
years 
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Interpreting Errors 

• LEP Patients significantly more likely to be 
readmitted within 30 days of discharge 
(American Journal of Managed Care, 2014)

• In 35 legal language access cases insurance 
companies paid $2.3 million in settlements 
and $2.8 million in legal fees (Natl. Health Law 
Program, 2010)  



Medication Reconciliation

• Medication Reconciliation is the formal 
process of comparing a patient's medication 
orders to all of the medications that the 
patient has been taking

• Done to avoid omissions, duplications, dosing 
errors, or drug interactions

• Done at every transition of care 



Steps of Medication Reconciliation

1. Develop list of current medications

2. Develop list of new medications

3. Compare the medications on the 2 lists

4. Make appropriate clinical decisions based on 
comparison

5. Communicate the new list to patient and 
caregivers



Steps of Medication Reconciliation

1. Develop list of current medications: Not 
straightforward. Needs to include ALL herbal 
remedies, OTC, vaccines, vitamins, etc…

• Be aware of patients’ cultural beliefs, 
practices, be an effective cultural broker

• Watch for duplication of data (i.e. 
medication listed twice under generic and 
commercial brand names)



Steps of Medication Reconciliation

• Patient acuity (trauma cases, ER situations) 
can make the process very challenging

• Assess how the patient is currently taking 
medications (as originally prescribed?)

• If not, who made the changes?

– Patient

– Second provider 



Steps of Medication Reconciliation

5. Communicate the new list to patient and 
caregivers:

• Be aware of patients’ cultural beliefs, 
practices, be an effective cultural broker

• Make provider aware of patients’ objections, 
or resistance based on cultural beliefs

• Check for understanding – Use teach-backs 



Practice 

• Get together in groups of 3:
– 1 Provider

– 1 Patient 

– 1 Interpreter

Use the Medication Reconciliation form provided.

Scenario 1: The patient is being admitted. Help provider 
collect all current medications

Scenario 2: The patient is being discharged. Help 
provider explain changes and give instructions on new 
medications



Practice 

• Scenario 1: 45 year old male, with chronic 
Hyperlipidemia who presents at the ER with 
acute chest pain. Currently taking metoprolol 
100 mg once a day, Gemfibrozil, 600 mg once 
a day, nitroglycerine 0.6 mg sublingual as 
needed for chest pain. The patient also takes 
garlic pills, a multivitamin complex, and a 
home remedy involving brandy and tobacco.   



Practice 

• Scenario 2: Patient is being discharged. 
Baseline heart rate after procedure is 48, BP 
146/76. Provider maintains Gemfibrozil and 
adds Atorvastatin (Lipitor) 20 mg once a day, 
Clopidrogel (Plavix), 75 mg once a day, and 
Aspirin, 162 mg once a day. Provider suspends 
Metoprolol and prescribes Lisinopril 10 mg 
twice a day. Provider recommends the patient 
stops taking home remedy   


